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K052 | NFPA 101 LIFE SAFETY CODE STANDARD K052
88=F
A fire alarm system required for ife safety is )
Installed, tested, and maintained in accordance K032 Life Safety Code Standard 617~ 10
with NFPA 70 National Electrical Code and NFPA I The strobe light was lowered
72. The system has an approved maintenance on May 17,_2010. '
and testing program complying with applicable 2. All residents have t'he poten.tlal
requirements of NFPA 70 and 72.  9.6.1.4 to be affected by this deficient
practice.
3. The Envircnmental Serviccs
Manager was in-serviced by the
fire alarm company én the praper
height of strobe light placement on
May 17, 2010.
4, The Administrator and the
Quality Improvement Committee
' (Administrator,  Dircctor  of
This STANDARD is not met as evidenced by: Nursing, Assistant Direclor of
Nursing, MDS Coordinator, Social
Service/Activities Director,
Fherapy Manager, Medical
: Based on abservation during the survey, it was Director, Environmental Services
. determined, the facility failed to maintain the Manager and Dictary Manager)
emergency alarm sysiem as required. National oversee this process to ensure
Fire Protection Association (NFPA) 72, 4-4.3,1; compliance.
101, 5.6.1.
The findings included:
On 4/26/10 at 3:55 PM ohservation during the
fire drill revealed the strobe light in the lobby area |
was blocked by a structural beam and was
therefore not visible when it was flashing.
The defictency was verified by the Maintenance
1 Directar and later acknowledged by the
| Administrator during the exit interview on 4/26/10,
K 130 | NFPA 101 MISCELLANEQUS : K130
88=D
I OTHER LSC DEFICIENCY NOT ON 2786
Lﬁ{éo TORY IRECTOR'S ORRROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE - TITLE {X8) DATE
\ Qﬂ,xm §-19-10

Any daficlency statement eﬂng with an asterisk (*) denotes a deficiency which the Institution may be axcused from comecting providing # s defermined that

other safeguards provide s

cient protection to the patfents. {See instructions,} Except for nursing homes, the findings stated above are disclogable 86 days

following the date of survey whether or not a plan of commection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made vailable ta the facilty. If deficiencies are cited, an approved plan of correction 1 requisite to continued
progrem partisipation,
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]
K 130 Continued From page 1
5 Pag K101 K30 wife Satety Code Standard | Q10
l 1. The three oxygen cylinders >
were secured on April 28, 2010,
2, All residents have the potential
i This STANDARD is not met as evidenced by: ;‘:_;;ceaffwed by this deflcient
3. The Fnviropmental Services
Manager and facility staff was in-
Based on observation during the survey, it was ijmﬁ';d 2%’; othe ad;'flmlst;mtor on
determined, the facility failed to protect the ay 1 P Tegar h’;g ¢ proper
flammable containers as required. National Fire zt"r?fg{;’ ;’;ﬁf;:gmrma‘n 4 the
tion Association 6.6, 99, - .
Protec on (NFPA) 55, Quality Improvement Commitiee
The findi included: (Administrator, Director of
dings In Nursing, Assistant Director of
On 4/26/10 at 3:00 PM observation within the pursing, MDB Coordinator, Socia
oxygen closet storage in the lobby area revealed | %ﬁ’gﬁ"“"“ﬁagu J:;i[f;i
there we en cylind : : : ’
re three oxygen cylinders fot secured ! Director, Environmental Services
The deficiency was verified by the Maintenance Manager aed Dietary Manager)
Director and later acknowledged by the oversee this process fo ensure
Administrator during the exit interview on 4/26/10, compiiance.
47| NFPA 101 LIFE ETY CODE 8T,
}g; =C SAF STANDARD K147 K147 Life Sufety Code Standard
Electrical wiring and equipment is in accordance 1. _Rep ired elecu'.ml splice with G190
with NFPA 70, National Electrical Code. 9.1.2 juncion box on Apei 20,2010 {39
2. All residents have Lhe potential
to be affeeted by this deficient
practice.
This STANDARD is not met as evidenced by: 3. The Environmental Services
Manager was in-serviced by the
i Administrator on-April 29, 2010, |
4. The Administrator and the |
Based on observation during the survey, it was Quality Improvement  Comumittes
determined, the facility failed to maintain the (Administrator, Director of
aleclical system as required. National Fire
Protection Association (NFPA) 70, 110-12,
The findings included:
|
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i
K147 { Centinued From page 2 .
Pag K147 Nursing, Assistant Director of
e i inator, Social
On 4/26/10 at 3:55 PM observation within the fong gfé%ﬁg;iec:mmmgiiﬁ
hall ceiling area above resident rooms 13 and 15 il
revealed there was an electrical splies which Therapy - Manager, — Medical
not in @ junction box ecincai sp el was Director, Lnvirchmental Services
J . Manager and Dietary Manager)
| The deficiency was verified by the Maintenance gﬁfsﬁean ius process fo - efsure
Director and later acknowledged by the P ’
Administrator during the exit interview on 4/26M10.
i
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